

	Date of Initial Contact:
	Type of Contact: (check only one)
	Total Time Spent:
	       _________ hours     _________ minutes
	Date if Multiple Contact:
	Type of Contact: (check only one)
	Total Time Spent:
	SECTION 1 – BENEFICIARY INFORMATION
	SECTION 2 – BENEFICIARY DEMOGRAPHICS  Is this his/her first contact with a SHIIP?          YesNo
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